The purpose of this study was to examine the prevawere significantly more Osler positives among those who responded positively to 'Have you had a stroke?' lence of a positive Osler's manoeuver (OM) among persons screened for the Systolic Hypertension in the Eld-(P ‫؍‬ 0.007) and 'Are you taking anticoagulants' (P ‫؍‬ 0.044) than among those who responded negaerly Program (SHEP). Information obtained from all individuals included age, gender, and race; history of tively to these questions. O ؉ was also less prevalent among those that were normotensive at the time of the antihypertensive, anticoagulant, insulin, or cardiac pacemaker use; and history of heart attack, coronary screening (P = 0.046). The results of this study, when taken with those of previous studies of OM, support the bypass surgery, or stroke. Among the persons aged 60 and over that were screened for eligibility at the Louiscautious use of OM as a screening tool for pseudohypertension in the elderly population and as an adjunct in ville SHEP Center, OM was performed on 3387 subjects. Of these, 7.2% (243 of 3387) were determined to be Osler determining the cardiovascular risk profile of individual patients. However, further study of OM is required maneuver positive (O ؉ ). O ؉ was more prevalent among males than among females (P = 0.025). A higher prevabefore it can be recommended for routine use in the assessment of hypertension among the elderly. lence of O + was associated with both higher age (P Ͻ 0.001) and higher blood pressure (P Ͻ 0.001). There
Introduction
radial artery can be felt beyond the point of comThe presence of an elevated indirect (sphygpression, its walls are sclerosed '. 6 It is performed by momanometer) blood pressure (BP) determination palpating the brachial or radial artery as the cuff in association with a lower direct (intra-arterial) BP pressure is increased above systolic level. If the determination is called pseudohypertension. 1, 2 It is artery remains palpable, although pulseless, when present when arteries are stiff and non-compressthe cuff pressure is above systolic level, OM is said ible; a study of simulated arteries suggested that the to be 'positive' (O + ). If the artery collapses and is not errors in indirect BP readings depend primarily readily palpable, OM is said to be 'negative' (O − ). upon the elasticity and wall thickness of the artery Messerli et al found that in 13 O + in whom intraitself. 3 Failure to suspect the presence of pseudohyarterial and cuff pressures were compared, there pertension can lead to prescribing a treatment regiwere false elevations of systolic BP (SBP) varying men that lowers intra-arterial pressure to hypotenfrom 10 mm Hg to 54 mm Hg. 5,7 They concluded that sive levels.
1,2,4 Furthermore, 'the presence of stiff treatment decisions based on cuff BPs in persons arteries due to atherosclerosis would identify with O + may be inappropriate, leading to postural patients at risk of vascular disease and would cause hypotension, and recommended that OM be used to false elevation of the diastolic pressure, so that high differentiate between true hypertension and pseudoblood pressure readings might be an independent hypertension. Despite concerns about the degree of risk factor for vascular disease, but in a way not interobserver agreement of OM, 
Materials and methods
were O + , and among the males, 8.3% (127/1532) Invitations to participate in a BP screening were sent were O + (P = 0.025). Among the whites, the prevato all persons aged 60 and over identified from voter lence of O + was 7.2% (224/3103), and among nonregistration lists in the Louisville-Jefferson County whites, it was 6.8% (17/251) (P = 0.849). The age area of Kentucky. Persons returning a business reply distribution of those screened is given in Table 1 , card were telephoned and invited to make appointalong with the prevalence of O + in each age group. ments at convenient neighbourhood locations for
The test for positive trend is statistically significant BP screening.
(P Ͻ 0.001); that is, the observed pattern is consistScreening personnel were trained and coment with a steadily increasing prevalence of O + as petency certified to meet SHEP BP measurement criage increases. Tables 2 and 3 show the prevalence teria.
17 At the Louisville satellite, the four individof O + with respect to increasing systolic and diasuals performing the screening were also formally tolic BP (DBP), respectively. In both tables, the instructed in OM. At the screening site, a SHEP prevalence strictly increases as hypertension 'initial contact form' was completed. This included bcomes more severe, and the test for positive trend brief demographic data (date, name, address, date of is statistically significant (P Ͻ 0.001). birth, race, gender, telephone number) and health Among those screened, 58.5% (1982/3387) information (presence of pacemaker, history of heart reported no current use of antihypertensives. Of attack or coronary bypass surgery in past 6 months, these, 58.0% (1149/1982) were normotensive history of stroke, use of anticoagulants, use of insu-(systolic less than 140 and diastolic less than 90 lin for diabetes, and use of medication for high BP).
mm Hg); 20 the prevalence of O + among those that Utilising the SHEP protocol for BP measurement, were normotensive was 5.5% (63/1149) and among peak inflation pressure was measured by palpation.
those that were not it was 7.7% (64/833) (P = 0.046). While the cuff was inflated above systolic level, the Isolated systolic hypertension (ISH) (systolic у160 Louisville screening personnel continued to palpate and diastolic Ͻ90 mm Hg), 21, 22 the primary focus of the radial or brachial artery to determine if it was the SHEP study, was present in 7.0% (138/1982) of still clearly palpable, although pulseless (O + ), or colthose not on antihypertensives. The prevalence of lapsed and non-palpable (O − ). O + among those with ISH was 9.4% (13/138); when If the subject reported that he or she was currently compared with the prevalence among those that taking medicine for high BP, or if the initial systolic were normotensive (5.5%, 63/1149), the difference pressure was 150 or greater, the BP measurement was not statistically significant (P = 0.068). was performed three times. Only a single measureOf the screening questions asked, the prevalence ment was obtained for patients not reporting use of of O + was significantly greater among those who BP medicine whose initial systolic pressure was less answered positively to 'Have you had a stroke?' than than 150. The results presented in this article are among those who answered negatively (P = 0.007). based only on the initial determination of BP for Those responding positively to 'Are you taking antieach subject and the corresponding OM result. coagulants?' also had a significantly higher preva-(There was no clinically significant difference lence of O + than did those who responded negabetween the initial BP reading and the average of tively (P = 0.044). None of the other screening the second and third readings for the 2003 subjects questions showed a significant association between for whom multiple readings were obtained [mean a positive response and OM status (Table 4 ). difference ± s.d.: systolic, 2.3 mm Hg ± 6.2 mm Hg; diastolic, 0.8 mm Hg ± 3.7 mm Hg]). 12,14 It is unlikely that the lower prevalence in the present study is due to how 
